EDrrOR,-Calcific band keratopathy and its relation to hypercalcaemia is well known, but resolution following correction of a high serum calcium level is rare. We report a case where such resolution was documented using corneal light scattering measurements in a patient with sarcoidosis.
CASE REPORT
A 32-year-old black man presented with a 6 month history of blurred vision in both eyes but no photophobia or ocular discomfort. Three months earlier he had developed a right sided facial palsy which resolved spontaneously over 2 weeks. His medical history was notable for weight loss of 12 kg over the previous 6 months, excessive thirst, a dry cough, and shortness of breath on exertion.
General examination was normal. The best corrected visual acuities were 6/12, N8 right, 6/9, N6 left. Yellow nodules were present in the inferior fornices of both eyes. Both corneas had interpalpebral calcific band keratopathy and occasional mutton fat keratic precipitates ( Fig 1A) . A mild anterior uveitis was present but examination of the vitreous, fundi, and ocular motility was normal.
The clinical diagnosis of sarcoidosis with hypercalcaemia was supported by findings of bilateral hilar lymphadenopathy on chest x ray; raised angiotensin converting enzyme level (188 IUll; normal range under 53 IU/1); and abnormal liver and renal function tests. The corrected serum calcium was elevated at 3-56 mmol/l (normal range 2-1-2-5 mmoL/l) with a normal serum phosphate and albumin. The diagnosis was confirmed histologically by biopsy of a conjunctival granuloma. The patient was treated with intravenous rehydration and high dose systemic steroids (80 mg orally tapered over 6 months). Within 1 week his general condition had improved and his serum calcium was normal. Almost complete resolution of the band keratopathy (Fig 1 B) and improvement of the visual acuity to 6/6, N4-5 in both eyes occurred over the following 6 months. Comeal light scatter (glare) measurements' confirmed the resolution of his band keratopathy (Fig 2) (Fig 1) . Radial striations were observed, similar to those commonly seen in pseudoexfoliative material on a crystalline lens. The pattern of deposition has remained remarkably constant over the subsequent 4 years (Fig 2) . Local extension was noted at position A in 1992 but no further change had occurred by 1994. This is the only definite progression in deposition we have identified. The consistency of the pattern between 1990 and 1994 is particularly obvious at positions B, C, and D. Pseudoexfoliative material was first noted on the pupil margin and on the anterior iris surface in this eye only in 1994 (Fig 3A) .
Extracapsular lens extraction with peripheral iridectomy was performed in the right eye in 1991. No pseudoexfoliative material was observed in that eye until 1994 when heavy deposits were noted at the edges of the peripheral iridectomy (Fig 3B) . Deposits have not been noted on the intraocular lens in this eye. There is no pseudoexfoliative material on the posterior corneal surface or in the (BJO 1996; 80: 102-8) . The correct version of this figure is given below. 
